Swanson, Hampton, Green-McKenzie, and et al (2018) recently reported in JAMA their findings on neurological, behavioural and cognitive symptoms linked to perceived sounds among US diplomats and personnel in Havana, Cuba. The story has been branded by the media as a "sonic attack", implying that employees of the US embassy could have been the target of unknown sound waves provoking a variety of symptoms, including cognitive problems. The incident caused a great deal of turmoil between the two countries. Here we comment on the neuropsychology data supporting the claim of the existence of a novel syndrome akin to acquired brain injury but without any history of brain trauma and no indication of brain abnormalities.
The JAMA article represents a case of poor neuropsychology; clinically inappropriate and methodologically improper.
Only six of the 21 people considered in the study completed the battery of 37 tests. Results are reported in eTable 2 of the Supplementary Material. No demographic data are provided, nor are the raw scores suppliedeonly percentiles are given.
In eTable 2, the authors report as 'impaired' any performance below the 40th percentile. They write "Bold highlighting denotes abnormality or <40th percentile" and quote three text manuals, none of which authorizes the use of such high threshold as cut-off. The use of an arbitrarily high threshold gives rise to numerous false positives. Assessing any group of normal, healthy people with a random battery of tests using such a high threshold would result in several of them performing below the chosen cut-off score in one or another test.
The authors used a mere psychometric approach. To use a list of tests and count the number of scores below threshold is misleading. For example, they state that "Impairments were found in the executive function" (p. E4) in all of the six people tested. They supported this claim by highlighting that all the testees performed below the 40th centile in at least one of the six tests assessing executive functions. The authors' assumption therefore is that performing below the 40th centile in one test is enough to diagnose a deficit in that function.
Even with the scant information provided we can inspect the six cases whose performance is reported in eTable 2. Setting the threshold of normality at the 5th centile, as it is custom in clinical neuropsychology, cases 4, 9 and 15 would perform normally in all tests.
Case 11 would fail the two motor tests and one of the three reasoning tasks administered (Visual Puzzles) and Case 13 would perform below cut-off only on Categorical Verbal Fluency. Case 20 is more complex. This person would perform pathologically on six of the 37 tests administered: one memory task (California Verbal Learning Test e II: Long Delay), one visuo-perceptual test (Judgment of Line Orientation), a motor task (Grooved Pegboard: Dominant), a test of attention (Symbol Search) and two executive tests (Trail Making Test: Part A and B) . This profile of spared and impaired performances does not configure a systematic pattern; the lack of coherence makes it impossible to advance any neuropsychological diagnostic interpretation.
